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Shortening of the Sacro-uterine Ligaments for Retroversion. 

Gottschalk {Ccniralblattfur Qijnakologie, 189G,No. 1G) believes that since 
relaxation of the sacro-uterine ligaments and loss of normal fixation of the 
cervix are the principal causes of movable retroflexion (as pointed out by 
Schultz), especially after labor, shortening of the ligaments is the most 
rational way of effecting a cure. His technique is as follows: The uterus 
is first replaced, if movable. A median vertical section is then made 
through the posterior vaginal fornix, which begins half an inch behind the 
portio and extends downward to the extent of two inches. Douglas’s pouch 
is opened; the edges of the vaginal and peritoneal incisions are united with 
temporary sutures, which always serve to keep the wound open. If the 
uterus is fixed, the adhesions are separated and the uterus is replaced. The 
operator then fixes the left sacro-uterine ligament with the tip of the left 
forefinger at a point as far as possible from its cervical insertion (one to two 
inches), while an assistant strongly everts the edges of the wound by making 
traction outward on the temporary ligatures. Guarded by the finger, and 
under direct control of the eye, an aneurism-needle carrying a stout silk 
suture is passed from above downward through the middle of the ligament, 
and the Buture is tied. The other end of the Buture is threaded on a sharp 
needle, which is entered in the posterior wall of the cervix just below the 
level of the os internum, and being carried deeply emerges in the portio at 
a point near the edge of the vaginal wound. Both ends are tied so that the 
knot lies in the vaginal fornix. The same procedure is adopted on the 
opposite Bide, a small strip of gauze is introduced into Douglas’s pouch, and 
the wound is allowed to close by granulation. If the uterus has in the mean¬ 
time fallen backward, it is again replaced, and is kept in position by a firm 
vaginal tampon. The patient is kept on the side or stomach, but is allowed 
to leave her bed on the seventh day, when the tampons are removed and 
replaced by another in the anterior fornix, which is left in situ for three 
days. The sutures are not removed. The writer has performed two opera¬ 
tions by this method, with perfect results, the uterus remaining in a normal 
position, but with free mobility. There were no unpleasant symptoms. 
Both patients had been treated with pessaries for several years. 

Hysterectomy with the Cautery. 

KCmmell (Centralblatt fur Gynakologie, 1896, No. 16) refers to the fact 
that the statistics of total extirpation for cancer during the last sixteen year 
show that only 7 per cent, of the patients operated upon are radically cured. 
He believes that if the glands are already involved the radical operation is 
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useless, and that it is impossible to avoid metastases. Recurrences are due 
to the fact that either all the diseased tissue has not been removed, or the 
surrounded surface was infected during the operation. 

That such infection does occur has been amply proved in numerous re¬ 
ported cases as well as by experiments. Different plans have been suggested 
for avoiding this. Winter advises against preliminary curettage of the can¬ 
cerous tissue, and sutures the cervix in cases of carcinoma of the corporeal 
endometrium. Hnbn suggests constant irrigation with sublimate solutions 
throughout the operation. The writer believes that infection can be pre¬ 
vented by the use of the galvano-caustic knife, which he uses to separate the 
broad ligaments and open the anterior and posterior culs-de-sac. He also 
uses clamps. 

Anterior Colporrhaphy in Prolapsus Uteri. 

Niebergall ( Inaugural Dissertation, abstract in Centralblatt fur Qynakolo- 
gie, 1896, No. 16) reports the results of operations for prolapsus at the Basle 
clinic during seven years. Fifty cases were treated by simple anterior col¬ 
porrhaphy and sixty by double anterior colporrhaphy, the cervix being pre¬ 
viously amputated in nearly every instance. Seventy patients were kept 
under subsequent observation. Twenty-nine out of thirty-four in the latter 
class were cured; in the former twenty-eight out of thirty-six were cured, 
the total percentage of cures being 81.5 per cent. Posterior colporrhaphy 
was always performed two weeks after the first operation, silver-wire sutures 
being used. Considerable stress is laid upon the importance of allowing an 
interval of time to elapse between the two operations. 

Vaginal Fixation. 

Johannovsky ( Wiener hlin. Wochenschrift, 1896, Nos. 6-10) has performed 
thirty operations, no patient having become pregnant. One case resulted 
fatally from sepsis, but in all the others the uterus was subsequently found 
to be in normal position, though the symptoms were not nlways relieved. 
The operation is not applicable to cases in which the retroflexed uterus is 
firmly fixed by adhesions to the posterior and lateral walls of the pelvis. In 
operations on the adnexa he recommends dividing perimetric adhesions with 
the Paquelin cautery, as suggested by DQhrssen and Kustner. Omental and 
intestinal adhesions do not constitute a contraindication. 

The disadvantages of the vaginal operation are the frequent technical 
difficulty and the great care necessary to secure absolute asepsis; so that it 
cannot be regarded as a substitute for abdominal section. 

On account of the serious results which have followed pregnancy and labor 
after vagino-fixation of the uterus, the writer advises against its performance 
in the case of young women. 

Diagnostic Curettage. 

Gessner (Ibid.) believes that the value of curettage for diagnostic pur¬ 
poses is not yet sufficiently appreciated in spite of the advance in micro¬ 
scopical technique. Even in Germany palpation of the uterine cavity is 



